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President-MAJOR G. D. KERSLEY, R.A.M.C. [May 16, 1942] JOINT MEETING WITH THE MEDICAL SOCIETY FOR T1lIE STUDY OF VENEREAL DISEASES AT THE ROYAL VICTORIA HOSPITAL DISCUSSION ON GONOCOCCAL ARTHRITIS AND " RHEUMATISM " Major G. D. Kersley: RheulmLatisnm associated wvith gonococcal infection has three striking characteristics, the variety of the manifestations, the difference in duration between time of infection and onset of svmptoms and its reaction to hyperpyrexia.
What are the criteria for considering a case of rheumatism as gonococcal? Is the man who has rheumatic attacks for years and who gets an acute flare up ten days after a G.C. urethritis to be classed as G.C. " rheumatismn "? Similarly what of the man who has had a past gonococcal infection with or without arthritis who gets an acute flare up of rheumatism coincident wvith return of a uirethral clischarge which does not appear to be specific in origin? What of the spondvlitic xvho has, years ago, had gonorrhcea (or may have had) and who has only a few pLiS cells on prostatic massage with no evidence of gonococci?
In a consecutive series of 50 cases treated as gonorrhceal rheumatism four fall into the group which had rheumatic symptonms previous to anv known infection but were definitelv flared up by a G.C. infection. It seemed likely from the similarity of their symptoms to those they had previously experienced that the infection had reacted in the same way as any other non-specific infection, causing a flare up in a sensitive individtual.
In this series there were also four cases where the onset of rheumatism coincided with a recurrence of discharge, in which gonococci were not found, at times ranging from two months to twenty-one vears after gonorrhwa. One of these cases had gonorrhcea in 1924 btut no rheumlatic symptoms. The man remained fit until 1930 when, coincident with the recurrence of discharge, he developed a poly-articular synovitis which cleared tip in fouLr or fiven months. In 1941 the same sequence of events occurred. No gonococci were found in the discharge which only lasted a few days. The sedimentation rate vas raised to 95 mm. with a white cell count of 11,000. The rheumatic symptoms cleared up in abouit two months. Was this dute to a non-specific infection in the prostate, which was laid open to such an infection bv the original damage bv the gonococcus, or were gonococci still lurking in his prostate?2 Excluding any cases of doubtful betiology for the moment, the clinical svndrome, if one can call it such, is still verv varied. The brunt of the attack commonly falls on the fascia, tendon sheaths anid ligaments, the plantar fascia anid sheath of the tencdo achillis being particularly frequently involved and particularly difficult to treat. Svnovitis sometimes progressing to arthritis, especially of the larger joints such as one or both knees, is common. The amount of effusion mav be great, wasting is marked but the intensitv of the pain varies from slight discomfort on movement to intense l)ain allowing no rest. it is not a 100% diagnostic answer. Hench in a review found it positive in 80% of proven cases and 60% of probables. It has been found to be positive twenty years after an infection and is not a criterion of activity. A positive complement-fixation test may often be obtained from the synovial fluid, but it is certainly a no more delicate test in the synovial fluid than in the blood; moreover there may be a negative reaction even when gonococci can be isolated. In our series of cases the average age was 25 but this was obviously influenced by the fact that the group under examination were on military service.
In considering the length of time between the first evidence of infection and first rheumatic symptoms, out of a group of 37 cases, in 3 the symptoms were simultaneous. In 27 the average lapse of time was a little under two weeks while in the remaining 10, the average time was four years. In this latter group were included 3 cases with lapse of three months between the arthritis and the " rheumatism
The frequency with which various parts of the body were affected was in the following proportions: Knees in 30 cases; ankles 14; fascia (mainly plantar or in the region of the tendo achillis) 10; wrists 8; back 6; feet 6; hands 4; elbows 4; acromio-clavicular, shoulder and neck joints in 2 each; temporo-mandibular joint once.
The sedimentation rate was below 10 mm. in 5 cases, between 10-25 mm. in 4, 25-50 mm. in 10 and above 50 mm. in 6. The white cell count varied from 7,000-17,000, average 10,000.
In 
-
Pelvic short-wave was carried out by means of antero-posterior application of glass electrodes. < Ionization was applied using saline. Where the joint was very painful and swollen the anode was used as the active electrode in order to obtain its analgesic effect on nerve endings and to employ any osmotic dispersal effect on the effusion. Where the condition was more chronic and there was periarticular thickening, the cathode was used as a counter-irritant.
Involvement of the plantar fascia was the lesion bv far the most resistant to trcatment and seemed to benefit little from any form of physiotherapy.
So far 17 G.C. rheumatic cases have been observed under treatment by hyperthermy, the average number of treatments being between three and four per individual. All have received relief from their pain at least for some davs after even their first treatment, spasm and swelling have usually decreased or disappeared and a number have volunteered that they felt better, their sedimentation rates have dropped and they have started to put on weight.
Only the plantar fasciitis cases have proved entirely resistant. It is too early to estimate exactly how mainy men this treatment wvill save from discharge from the Army. So far only the worst cases have undergone hyperthermv treatment yet only two have proved resistant, 12% instead of our previotus figure of 27%. There has, however, been one death Su/mmnary.-After analysis of the case histories of 50 cases of gonorrhceal " rheumatism there appear to be two groups, those complaining of rheumatic symptoms shortly after development of a specific urethritis, usually within two weeks and at all events within three months (81 %), and those where a flare up of a long-standing infection originally gonococcal seemed to be rcsponsible.
2-4% of cases of urethritis developed arthritis. Certain clinical features have been analysed; the knees and ankles were chieflv affected and the fascial structures were next in frequency; the latter being especially resistant to treatment.
The length of hospitalization required, 3-8 months. and the large percentage of resistant cases, 27%, is stressed.
Treatment is discussed and where hyperthermy is not available pelvic short wave coupled with local galvanism appears to give the best results. Lieut.-Col. Ambrose King: In dealing with the metastatic lesions of gonorrhcea the venereologist is primarily concerned with the investigation and elimination of causative foci of infection. For this purpose no distinction need be made between joint and connective tissue infections since they are due to similar causes and run a similar course. The number of cases under consideration in this series is 61 and includes all such cases treated during a period in which the total admissions of patients for the treatment of urethritis were 2,719, made up of 1,784 in whom the gonococcus was found, and 935 in whom the diagnosis was non-specific urethritis. The incidence of metastatic lesions in this group was therefore just over 2%. These cases may be divided into three main groups according to the time relationship between causative genital infection and meta static lesions.
The groups are as follows:
(a) 34 patients developed metastatic lesions in the course of the primary urethral infection either before treatment was instituted or during treatment.
(b) 4 patients who had had a previous attack of arthritis developed a fresh attack or recrudescence of urethritis associated with a recurreince of arthritis.
(c) 22 patients had metastatic lesions of a subacute or chronic type associated with chronic prostatitis and occurring without obvious determining cause months or years after the original attack of urethritis.
DIAG;NOSTS
The association between metastatic lesions and genital infection may be obvious or may require careful search and the application of specialized pathological tests. The principal diagnostic criteria are:
(1) Urethral discharge.-This is the immediate and obvious diagnostic sign which suggests the relationship. It may present itself in three ways: (a) There may be a purulent discharge in which the gonococcus is found. Sulphonamides.-All but six of the patients in the present series received one or more courses of sulphapyridine, the amount given varying from 18 g. to 49 g. and the period of administration varying from three to fourteen da s, the la-rgest amount given in any one full day of treatment was 10 g. and the smallest g. Eight patients received a course of sulphanilamide in addition. A small group, which was treated with mechanically induced high fever received sulphonamide in the eighteen hours preceding fever-either 10 g. or sulphanilamide, 6 g. of sulphanvridine or 7 g. of sulphathiazole. Sulphapyridine was used in preference to sulphanilamide as being the more effective drug. Extensive use of sulphathiazole has been prevented by the fact that this drug is in short supply. The results obtained by the administration of sulphonamides in these metastatic cases have been unimpressive. Certainly none has shown striking improvement. When improvement has occurred the extent to which the sulphonamides have contributed to this has been difficult to assess. In some cases the signs have indicated diminution of the severity of the urethral infection, but there has been no concomitant improvement of affected joints or fasciae. The causative focus of infection in such cases is likely to be in the prostate or seminal vesicles and experience has shown that severe infection of these organs is often very resistant to sulphonamide therapy. Other workers have claimed much more satisfactory results from use of the sulphonamides.
In view of our failure to obtain good results we consider that the combination of high fever with sulphonamides is a more promising field for investigation, but again the relative values of two treatments applied simultaneously are very difficult to assess.
Protein shock.-40 of these patients were treated with fever induced by the intravenous injection of stock T.A.B. vaccine and the results were assessed in a recent paper by Nicol (1942) . He found that the best results were obtained in those patients, 30 in number, who developed metastatic lesions during or soon after the administration of sulphonamide preparations. 25 of these patients were cured and 5 were improved as a result of this treatment. Those patients who developed metastatic lesions before treatment was begun made a less satisfactory response. The pain was relieved in most cases but usually the improvement was only temporary-of the 10 patients in this group 3 showed considerable improvement, but the other 7, after temporary improvement, failed to respond. The probable explanation is that in the last group the spread of the infection was of longer standing. There is no doubt that the sooner pyrexial treatment is applied to these cases the better the chance of obtaining good results. Massive doses of T.A.B., such as 700 million organisms in a single dose were used at first. Most patients were given much smaller doses administered by the " Divided Dose " method. By this technique half the dose was given at first and the remainder after four hours, when the temperature had begun to rise from the first injection. The initial total dose was 50 million organisms. This modification gave more satisfactory results and the toxic effects were less severe. It was seldom possible to produce a rise of oral temperature to more than 1040 F. by either of these methods.
Hyperthermy.-Mechanically produced high, prolonged fever has been claimed as a specific for the treatment of gonococcal arthritis and almost all the early renorts indicate that 90% or more of patients were cured or markedly improved. Trautman (1940) stated that in a series of 129 patients suffering from gonococcal arthritis 117 or 87% were cured or improved as the result of pyrexial treatment, and his figures in a more recent series (1942) are almost identical. Our earlier experience at the London Hospital in the treatment of recent cases of acute gonococcal arthritis with fever sessions of five to eight hours at 106°to 1070 F. using the Kettering hypertherm were remarkably satisfactory and there were no failures in a small series. The number of patients treated in the present series is 16, a group which is small and very variable as to type and duration of infection, and from which no conclusions can be drawn. With one exception, a case of severe plantar fasciitis, all have been improved. Eight patients were suffering from chronic conditions of long standing in which complete cure was not to be expected. Two were cured and five remain under treatment having shown considerable improvement as a result of the fever sessions. Temperatures of 1060 to 107°F. have been maintained for eight hours in each session and treatments have been repeated at intervals of five to seven days if required. The largest number of sessions given in any one case is six. Most of these patients were treated with fever alone, but in a few the fever sessions were preceded by the administration of sulphonamides. No assessment of the comparative value of fever alone and fever pltus sulphonamide can be attempted. The treatment has its dangers and requires a high standard of nursing care for these dangers to be avoided. The more skilful and experienced the nursing the less likelihood of complications. The total number of patients who have received this treatment at this hospital is 110 and there has been one death from heat stroke. About half this number were previously treated at the London Hospital without a fatality.
